
Barrington Public Schools － Student Health History Form 
Name of Child:  DOB: Gender: Grade: 
Address:  Phone: 
Physician Name:  Physician Number:  Dentist Name: 
Name of prior school: City/Town, State:   

Please check any health concerns that apply and provide additional information on lines: 

This information will become part of your child’s school health record 
and may be shared with appropriate school personnel for educational and safety purposes. 

Parent/Guardian Signature: Date: 
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